




















































































































































































COGME MEDICAL LICENSURE WORKGROUP 

20. And a school not affirmatively disapproved by the 
Board. 

21. A medical school whose curriculum is judged to be 
acceptable by the Board. Criteria provided in Rule 
0880-2-.04(3) 

22. Waived for Fifth Pathway applicants. 

23. Only one year if the applicant entered a training 
program p1ior to December 31, 1987. 

24. Only one year if the applicant graduated before July 1, 
1985. 

25. An LCME approved program. 

26. All copied documents must be notarized and all docu­
ments in a language other than English must have a 
literal translation. 

27. All applications contained an affidavit to be signed and 
all applications must be notarized. 

28. ApplicationindicatesonephotoisrequiredwhileFlorida 
Administrative Code 59R-4.009(2) indicates that two 
photos are required. 

29. Required of anyone whose name is not the same name 
as the name on the diploma received from the medical 
school. 

30. Through documents such as a birth certificate, natural­
ization papers, or current visa status. 

31. These documents required as evidence of name and 
date of birth. Certificate of Naturalization must be an 
original, other documents can be photocopies. 

32. Exempt if applicant is a native born U.S. Citizen. 

33. Actual questions in the affidavit vary from state to state 
but typically ask the applicant to identify whether or not 
they have ever been convicted of any crime, been 
denied a license or had hospital privileges revoked, 
been involved in a malpractice suit or Medicare fraud, 
or have any ailments or other conditions which could 
interfere with their practice of medicine. Any question 
which the applicant answers "yes" to must be accompa­
nied by a notarized explanation and copies of any 
applicable court documents. 

34. Including Malpractice Certification and Medical Con­
duct Refonn Act Form. 

35. Score requests to theNationalBoardofMedicalExam­
iners for a Certificate of Endorsement of the scores and 
to the Federation of State Medical Boards for an exami­
nation and Board Action History Report. The USMLE 
recommends that states accept certain combinations of 
exam scores. The recommended combinations can be 
found in Table 4. 

36. If the applicant does not need to request scores from the 
FSMB, they must submit an FSMB Board Action Data 
Inquiry Form. 

37. Only required if the applicant applies more than five 
years after the issuance of a medical school diploma or 
National Board certificate. 

38. Or a letter from the Director of the post graduate 
residency/internship/fellowship. 

39. Letter of good standing. 

40. In addition to the receipt of the verification from the 
state, a copy of each request for verification sent to a 
state is required to be submitted with the application. 
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41. A license verification fonn to be fiiled out by the state 
who's license the current state is being asked to en­
dorse. 

42. All documentation in languages other than English are 
to be accompanied with a literal, notarized translation. 

43. Or ECFMG Results Letter for Fifth Pathway appli­
cants. 

44. Rather than producing the certificate, the applicant 
mustforwardanECFMGCertificate Ve1ificationFonn 
to the ECFMG which they must complete and return to 
the state. 

45. Mexican Medical School graduates can substitute a 
letter from theECFMG stating that all requirements are 
met. 

46. Rather than producing the certificate, the applicant 
must forward Fifth Pathway Certificate Verification 
Form to the Director of their Fifth Pathway Program 
which they must complete and return to the state. 

47. In addition to receipt of the AMA profile, a copy of the 
request for this profile is required to be submitted with 
the application. 

48. Requirement waived if applicant graduated from an 
approvedforeignmedical school priorto December 31, 
1987 and was licensed in another U .S.jurisdiction prior 
to January 1, 1988. 

49. Only required of Fifth Pathway applicants. 

50. Must be translated by one of the twelve identified 
translation agencies. 

51. Report of junior and senior year clinical rotation plus 
Certificate of Clinical Training 

52. Deans Certificate Form. 

53. Actual license required for foreign national educated in 
their own country. In California, requirement is waived 
for endorsement applicants. 

54. Waived for Fifth Pathway applicants. 

55. Score requests to theNationalBoard of Medical Exam­
iners for a Certificate ofEndorsement of the scores and 
to the Federation of State Medical Boards for an Exami­
nation and Board Action History Report. The USMLE 
recommends that states accept certain combinations of 
exam scores. The recommended combinations can be 
found in Table 4. 

56. If the applicant does not request scores from the FSMB 
they must submit an FSMB Board Action Data Inquiry 
Form. 

57. Or a letter from the Director of the Training Program. 

5.8 A certificate of completion must be presented for each 
of the three years of training. 

59. Includes official evaluation from supervisor on each 
rotation. Only required of applicants whose clinical 
rotations were at sites geographicaUy distant from the 
medical school. 
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Appendix F-
A Review of the Literature Regarding the Licensing 
of International and Domestic Medical Graduates 

OVERVIEW OF THE PROBLEM 

Medical licensure in the United States is currently 
and hist01ically reserved to the States. Although State 
laws and regulations have begun to converge on com­
mon standards, States continue to reserve the right to 
define and promulgate the specific rules by which 
physicians are licensed within their jurisdictions. States 
assert this authority on the basis that their citizens need 
to be protected adequately from the improper, unpro­
fessional, incompetent, and unlawful practice of medi­
cine (Federation of State Medical Boards, 1991). 

Many graduates of medical schools outside the 
United States and Canada have come to believe that the 
approach taken within the United States to license 
physicians discriminates unfairly and to no productive 
purpose against graduates of international medical 
schools. A study by the Government Accounting Of­
fice (GAO) in 1990 found that State medical licensing 
boards empioyeddifferentexamination and experience 
requirements for inte1national medical graduates 
(IMGs)-candidates who graduate from medical 
schools outside the United States and Canada. In 
addition, the study found that, although the educational 
requirements for IMGs were the same as those for 
domestic medical graduates (DMGs), it was more 
difficult for IM Gs to obtain the necessary documenta­
tion. In response, the U.S. Congress has mandated the 
Department of Health and Human Services (DHHS), in 
Public Law 102-408, to "review the policies and prac­
tices of the States (including any relevant laws) in 
licensing international medical graduates and in li­
censing domestic medical graduates, and determine 
the effects of the policies. " 

This paper reviews the existing literature on the 
licensure of physicians and the differences between 
licensure of IM Gs and DMGs. First, a brief hist01y of 
State medical licensing boards and an overview of the 
trends in the influx of IM Gs are presented. Second, the 
role of the Educational Commission for Foreign Medi­
cal Graduates (ECFMG) in the licensure of IMGs is 
examined. The ECFMG is especially relevant to the 
inquiry because it performs a valued service in certify­
ing documents and medical knowledge held by IM Gs. 
Third, using the "three pillars" of medical Jicensure 
identified in the 1990 GAO study-education, exami­
nation, and experience-the paper outlines the differ-

ences that still exist in State policies and advances that 
have been made in recent years. Finally, additional 
requirements for IMGs are presented. 

HISTORY OF STATE 
MEDICAL LICENSING 
BOARDS AND TRENDS IN 
THE INFLUX OF IMGS 

Today, the United States has one of the most 
advanced medical education systems in the world. But, 
medical education in the United States has not always 
been as highly regarded as it is today. State medical 
licensing boards played a large role in bringing about 
the medical education reform that is formalized in 
AbrahamFlexner's 1910 report,Medical Education in 
the United States and Canada. 

Between 1830 and 1870, there was virtually no 
legal control of licensure in any State, which created 
chaos in the medical profession (Hudson, 1985). Some 
States accepted a diploma as a license, promoting the 
development of for-profit diploma mills where medical 
degrees were bought and sold (Numbers and Warner, 
1985). The extreme in lax State control of medical 
practice occurred in 1838 when Maryland made it legal 
for "any citizen of that State to charge and be paid for 
medical service" regardless of their education or expe­
rience (Hudson, 1985). In 1848, Nathanial Chapman, 
President of the AMA, lamented, "The profession to 
which we belong ... has become corrupt and degener­
ate" (Numbers, 1985). In 1850, another observer 
commented, "Anyone, male or female, learned or 
ignorant, an honest man or a knave, can assume the 
name of a physician, and 'practice' upon any one, to 
cure or to kill ... without accountability" (Numbers, 
1985). Medical education in the United States deterio­
rated to the point that Americans in search of quality 
medical training traveled to Europe to study. As a 
result, many of the mostrespected U.S. physicians were 
IMGs including William Olser, William Welch, and 
George Rosen (Husain, 1994). 

The confusion and lawlessness between 1830-
1870 convinced lawmakers that State regulations were 
proper and necessary. States began writing and enforc­
ing licensure laws that mandated certain minimum 
levels of education and experience. By the tum of the 
20th century, every State had some sort of medical 
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licensure procedure that dealt with three primary is­
sues: education, examination, and experience. These 
requirements, mandated by the licensing boards, forced 
educational institutions to develop stringent curricula 
and to institute rigorous internal and external evaluaR 
tion mechanisms to ensure that their students would be 
able to meet the licensure requirements. In 1895, the 
Jo um al of the American Medical Association asserted 
that "medical legislation alone .. .[has done] more in 
destroying the dangerous work of the low grade college 
than all otherfactors combined" (Numbers, 1985). In 
1910, the reforms in Amelican medical education, 
which the licensing boards catalyzed, were fmmalized 
in theFJexner Report, which outlined the foundation for 
the high-quality medical education system that the 
United States has today. 

In the mid-1960s, a numberof things happened at 
the national and Federal levels that dramatically in­
creased the numberofIMGs entering the United States 
to practice and altered the international composition of 
the IMG community. First, amendments made to the 
ImmigrationandNaturalizationActin 1965 terminated 
the national oligins quota system. Second, the Medi­
care and Medicaid legislation opened employment 
opportunities for physicians andincreased the country's 
demand for doctors. Third, preferential immigration 
status was given to professions which were perceived to 
have nationwide shortages including the medical pro­
fession (AAMC Task Force Report, 1974; Aronson, 
1994). As a result, there was a rapid increase in the 
number of physicians, who had attended international 
medical schools, entering the United States to practice. 
By 1972, 46 percent of all initial licenses were granted 
to IMGs; in 1972, more physicians entered the United 
States as IMGs than were graduated by U.S. medical 
schools (AAMCTaskForceReport, 1974). Since then, 
the number ofIMGs applying for licenses has declined 
and, over the past 1 Oyears, IM Gs have received roughly 
20 percent of the licenses granted (Bidese, 1994). 

In addition to the increase in the number of IM Gs, 
these legislative changes created a major shift in the 
nationality of physicians coming to the United States as 
they facilitated the immigration of physicians from 
Asian and other developing countries. In 1963, almost 
50 percent of IM Gs came from Europe and Canada and 
12 percent came from Asia; by 1972 only 19 percent 
came from Europe and Canada and 70 percent of IM Gs 
were from Asia1 (AAMC Task Force Report, 1974). 
Currently, the overwhelming majolity of IMGs re­
ceived their medical degrees in India, Pakistan, and the 
Philippines and are nationals of these countries 
(ECFMG, 1993). 

Although graduates of Canadian medical schools are categorized as 
IMGs in the 1974 AAMC Task Force Report, they arc no longer 
considered international medical graduates. 
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Like most legislation, licensing Jaws are modified 
or amended in response to the social concerns of the 
times (Osteen, 1991). Therefore, State medical licens­
ing boards can become reactive to situations that arise 
in their State and that are publicized in the media. 
Constant amendments over the years have created what 
is an extremely complex licensure process. Not only is 
each State's process intricate but, since each State has 
developed its Jicensure laws independently, consider­
able variety in requirements exists currently among 
States. 

Most State licensure legislation defines the prac­
tice of medicine as a privilege, not the natural right of 
individuals, and defines the pdmaiy responsibility of 
the State medical board to be protection of the public 
(Federation of State Medical Boards, 1991 ). With this 
legislative mandate to protect the public, State boards 
are hesitant to relinquish control over the licensure 
process, despite the duplication that has been created in 
the processes used by State boards in licensing physi­
cians who already may be licensed to practice in 
another U.S. jurisdiction. 

THE ROLE OF THE 
EDUCATIONAL COMMISSION 
FOR FOREIGN MEDICAL 
GRADUATES 

The Educational Commission for Foreign Medi­
cal Graduates (ECFMG) was establishedin 1956 by the 
Association of American Medical Colleges (AAMC), 
the American Hospital Association (AHA), the Ameri­
can Medical Association (AMA), and the Federation of 
State Medical Boards (FSMB) to assess the readiness of 
IMGs to enter accredited American residency pro­
grams (ECFMG, 1993). The ECFMG certification 
process is composed of medical education require­
ments, including a credentials verification component, 
and exam requirements in the medical sciences and 
English proficiency. ECFMG certification is a require­
ment of the Accreditation Council for Graduate Medi­
cal Education to enter accredited residency programs 
and is a prerequisite to licensure for IM Gs in 52 of the 
54 U.S. licensingjurisdictions (Bidese, 1994). Meeting 
the ECFMG examination requirements for certifica­
tion is also a prerequisite for participation in the Na­
tional Residency Matching Program (Patterson, 1987). 

ECFMG Criteria for Certification 

Minimum education requirements for ECFMG 
certification include the following: 

1) Completion of 4 credit years in attendance at a 
medical school listed (at the time of graduation) in 
the World Health Organization's World Directory 
of Medical Schools; 
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2) Successful completion of the full medical curricu­
lum prescribed by the medical school and by the 
counl:ly in which it is located (ECFMG verifies the 
medical school diploma directly with the medical 
school); 

3) Fulfillmentofalleducationalrequirementstoprac­
tice medicine in the counl:ly in which the degree 
was issued; and 

4) If a national of the countiy concerned, possession 
of an unrestricted license or certificate of registra­
tion to practice in that countiy (ECFMG, 1993). 

The examination requirements for ECFMG certi-
fication are successful passage of a medical science 
exam and the ECFMG English test. The ECFMG 
English test is designed to assess the candidate's profi­
ciency in the comprehension and use of the English 
language (ECFMG, 1993). An ECFMG certificate is 
valid for 2 years, based on the date of passing perfor­
mance on the English test. The Test of English as a 
Foreign Language (TOEFL)2 or the ECFMG English 
test can be used to revalidate expired scores. Once the 
IMG is admitted into a residency program, the 
ECFMGcertificateisvalidindefinitely(ECFMG, 1993). 

Currently, the United States Medical Licensing 
Examination (USMLE) Step 1 and Step 23are the only 
exams being administered to satisfy the medical sci­
ence exam requirement. Passage of these exams also 
qualifies the candidate for a J-1 Visa which is required 
for the physician to perfonn medical services and 
receive graduate medical education in the United States. 
This single certifying exanrination replaces a set of 
other exams used in the past by ECFMG and the 
National Board of Medical Exanriners (NBME). Past 
tests included 

One-day ECFMG medicine examination4
; 

Two-day Visa Qualifying Exam (VQE); 

Part I and Pait II of the National Board of 
Medical Exanriners (NBME); 

• Foreign Medical Graduate Examination in the 
Medical Sciences (FMGEMS); 

• Three-day Federation Licensing Exam admin­
istered prior to June 1985 (the old FLEX).4 

These are no longer being administered, but pass-

The TOEFL is administered by Educational Testing Service. 

Step 1 tests for knowledge and understanding of key concepts of 
basic biomedical science and Step 2 tests for the ability to apply 
knowledge that is considered essential for supervised patient care. For 
more information on the USMLE, please sec the Examination Require­
ments section of this paper. 

ECFMG exam and the old FLEX exam cannot be used to obtain a J­
I visa. 
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ing scores previously obtained on any of these exams 
willsatisfythemedicalsciencerequirementforECFMG 
certification. The FLEX exam introduced in June 1985 
does not satisfy the ECFMG medical science exam 
requirement because it has different design specifica­
tions and is not derived from the NBME Part I and Part 
II pool of test items (Bidese, 1994). 

The ECFMG does not test currently for clinical 
competence among IMG candidates applying forcer­
tification. With the increasing amount of direct care 
that residents are providing in hospitals, clinical com­
petency among IMGs entering residency programs is 
becoming a larger issue. The ECFMG has developed 
and pilot tested the use of standardized patients as part 
of a clinical assessment process to meet this need. The 
studies to date indicate that the use of standardized 
patients to assess clinical pe1formance is reliable and 
valid (Sutnick et al, 1993). The ECFMG is planning to 
introduce this assessment of clinical competence into 
its certification process in the near future. 

To accommodate the many U.S. nationals who 
have obtained their medical training outside the United 
States, a program-The Fifth Pathway-was devel­
oped by the American Medical Association. The 
program is a !-year intensive clinical clerkship de­
signed to enhance and validate the clinical skills of 
these graduates p1ior to their entry into U.S. graduate 
medical training. A Fifth Pathway ce1tificate qualifies 
a candidate to enter a U.S. residency program (Pace, 
1991). Forty-fom States will accept the Fifth Pathway 
certificate as a substitute for an ECFMGcertificate and 
will allow the candidate to apply for licensure. 

Implications for Licensure 

As previously stated, 52 licensing jurisdictions 
require ECFMG ce1tification from IMG licensure can­
didates. Therefore, theECFMGplays animpmtantrole 
in the licensing of IMGs. ECFMG certification pro­
vides a licensing board with the knowledge that the 
candidate has been assessed by an independent evalu­
ator and has passed the minimum education and exam 
standards required to enter a U.S. residency program. 
And, as a part of that assessment, certain educational 
credentials have been ve1ified. 

Licensing boards require an ECFMG ce1tificate; 
however, most licensing boards continue to cairy out 
their own credentials verification efforts and, until the 
implementation of the USMLE in 1994, had tested 
applicants again for medical knowledge. 

For example, the FMGEMS exam-the primary 
exam administered for ECFMG certification until 
1994--<loes not satisfy the exam requirement for 
licensure in any State. Therefore, the physician would 
have to take another exam before he or she could be 
licensed. In addition, most States conduct their own 
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credentials verification for each licensure candidate 
regardless of whether the ECFMG or another State has 
already verified the credentials. The root of this type of 
duplication of effort is the State legislative requirement 
that each licensing board is mandated to protect its 
constituents through ensuring certain standards are 
met. State boards do not believe they have the authority 
to delegate these verification responsibilities to the 
ECFMG or to any other State. 

Education Requirements 

"The general purposes of education requirements 
are to confirm that a physician has a medical degree 
and to assess the quality of the education and training 
provided by the medical school." (Government Ac­
counting Office, 1990) 

Although not every State has identical educational 
requirements, the 1990 GAO study found that the 
education requirements for IMGs and DMGs within a 
State were similar. For example, the education require­
ments in New Jersey are as follows: 

1) Graduation from an approved 4-year academic 
high school; 

2) Completion of 2 years or 60 credits of premedical 
collegiate education, including courses in chemis­
try, physics, and biology; and 

3) Graduation from a 4-year medical education pro­
gram in an American or foreign medical school in 
good standing in the opinion of the Board (Contee, 
1987). 

The fact that States employ educational require­
ments in addition to their tests implies that the exami­
nation requirements alone are not sufficient. The 
examination is viewed as only a snapshot of content 
knowledge in the medical and basic sciences; this 
knowledge does not preempt the need for successfully 
completing the course of premedical and medical edu­
cation. The States recognize a value in the educational 
process, not simply the outcome. For example, New 
Jersey justifies its requirement of 2 years of premedical 
education on the grounds that it provides a socializing 
component which they believe to be important. 

Although it has been found that the education 
requirements do not differ for IMGs and DMGs, the 
process through which the objectives of the require­
ment are met does differ. The purpose of the education 
requirement is two-fold. First, the States need to verify 
that a medical education and various other premedical 
educational experiences were completed successfully. 
Second, the States reserve the right to assess the quality 
of the education that the licensure candidate received. 

U.S. medical schools have systems built into their 
institutions that assist State licensing authorities in 
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obtaining the necessary documents and signatures. In 
addition, the formal accreditation of U.S. medical 
schools by an independent accrediting body ensures a 
minimum level of quality in medical programs. For the 
!MG, it is not as easy to meet these objectives. 

First, it is difficult for a State medical board to 
assess the quality of medical education in foreign 
medical schools because there is often no accrediting 
process or body comparable to those used within the 
U.S. and Canada. Second, it is more difficult for IM Gs 
to obtain the necessary documentation. 

Accreditation 

U.S. medical schools are accredited by the Liaison 
CommitteeonMedicalEducation(LCME). TheLCME 
defines its primary responsibility as "to attest to the 
educational quality of accredited programs" (AAMC 
and AMA, 1993). The LCME, working cooperatively 
with the Committee on Accreditation of Canadiau 
Medical Schools, has established a collaborative sys­
tem to accredit U.S. and Canadian medical schools 
using one standard. Therefore, State licensing boards 
can be assured of a miuimum standard of education 
from licensure candidates who graduate from accred­
ited schools in the United States and Canada. 

Many foreign countries do not have equivalent 
accrediting committees. In 1980, a GAO report recom­
mended the accreditation of international medical 
schools as a meaus to ensure that the medical knowl­
edge and skills of IM Gs were comparable to those of 
DMGs (Government Accounting Office, 1985). In 
1984, theFSMB attempted to apply standards similarto 
those used by the LCME to assess international medical 
schools. TheFSMB' s attemptto serve as an accrediting 
body for international medical schools failed because 
the international schools refused to cooperate by filling 
out the questionnaires (Patterson, 1987). In the 1990 
study, GAO asserted that it was infeasible for the 
Uuited States to establish an international accrediting 
body because "many foreign medical schools and/or 
countries have little interest in establishing standards to 
meet those of U.S. schools, considering they have their 
own objectives for medical education" (Government 
Accounting Office, 1990). 

The miuimum requirement now employed is that 
the international medical school be listed in the World 
Health Organization's World Directory of Medical 
Schools. This directory lists schools which are recog­
uized by the government in which the schoolis located, 
as operating legally. This WHO listing is not an 
accreditation and does not attest to the quality of 
training at any of the institutions listed. Nonetheless, 
this minimum standard is required by most State boards 
and the ECFMG and Fifth Pathway Program in order to 
receive the respective certification. 
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Documentation 

The 1990 GAO study found that it was more 
difficult for IM Gs to obtain the documentation needed 
for licensure. This is partly because many States have 
additional documentation requirements for IM Gs. The 
documentation requirements for IM Gs are based on the 
standards used by the LCME to accredit United States 
and Canadian medical schools. They are employed in 
part to overcome the absence of a formal accrediting 
process that could certify the quality of medical educa­
tion in medical schools outside the United States and 
Canada. Additional reqnirements include curriculum 
vitae of faculty and clinical supervisors, descriptions of 
the school and its library, and certifications by the dean, 
all of which must be sent as original documents by the 
primary source (Olsen, 1989). The officials of the State 
boards studied by GAO indicate that differences in 
documentation reqnirements for IMGs are due to the 
lack of an accrediting organization for international 
medical schools' (GAO, 1990). 

Reasons for the difficulty in obtaining these docu­
ments include the umeliability of international mail, 
faculty or deans who have left the university, and the 
inability to obtain responses from schools in countries 
that do not have diplomatic relations with the United 
States (Osteen, 1991 and Government Accounting 
Office, 1990). In addition, some IMGs come to the 
United States many years after they complete their 
education, which makes it difficult for them to obtain 
documents and for staff at the medical school to com­
pare pictures taken as long as 20-30years apart to verify 
the identity of an applicant. At a minimum, these 
problems result in delay and, at a maximum, can make 
verification impossible. 

National Credentials Verification 
System 

The 1990 GAO study found agreement dming 
their round-table discussion' that a central clearing­
house that would verify and maintain information on 
educational backgrounds and credentials of licensure 
applicants would be beneficial. In response to this need 
and in recognition of the AMA's research and field 
testing of a credentials verification service, Section 307 
of Public Law 102-408 mandated the Department of 
Health and Human Services to obtain advice regarding 

The States studied were California, Florida, New York, Ohio, Texas, 
and Virginia. 

The following organizations were represented at the GAO round­
table discussion: Administrators in Medicine, American Medical Asso­
ciation, Association of American Medical Colleges, Educational Com­
mission for Foreign Medical Graduates, Federation of State Medical 
Boards, International Association of American Physicians, National 
Board of Medical Examiners, New York State Board of Medicine, and 
U,S, Department of Health and Human Services, 

85 

the operation of the Ame1ican Medical Association's 
National Physician Credentials Verification Service® 
(AMA/NCVS®) and determine whether the system 
has expedited and improved the efficiency and equity 
of endorsementlicensure. In 1991, the AMA opened 
the AMA/NCVS®, which served as a national reposi­
tory for medical credentials for both IM Gs andDMGs, 
to assist the physician as he or she went through the 
licensure process and to assisttheStatelicensing boards 
by facilitating the credentials verification process. 

The AMA/NCVS® collected and verified infor­
mation on, among other items, undergraduate/non­
medical graduate education, medical education, clerk­
ship, Fifth Pathway certification, ECFMG certifica­
tion, graduate medical education, licensure, and spe­
cialty board certification. During the 3 years of its 
operation, the AMA/NCVS® acqnired 1,500 physi­
cian subscribers. Proportionately, IMGs took greater 
advantage of the service than didDMGs. IM Gs consti­
tuted 38% of the AMA/NCVS® subscribers but only 
constitute an estimated 20% of the licensed physicians 
in the U.S. (AMA, 1994). 

The AMA decided in 1994 to cease operation of 
the AMA/NCVS®. The decision to phase out the 
AMAINCVS® was based on an independent AMA 
evaluation of the system which concluded that the 
system was not cost effective. The evaluation deter­
mined that use of the resources to maintain a high­
quality service that met subscriber needs was not cost 
effective. This was because of low subscription rates 
and the excess of actual AMA system maintenance 
labor costs over reasonable fees chargeable for the 
Service (AMA, 1994). 

With the depaiture of the AMA from the creden­
tials verification business, the need identified in the 
findings of 1990 GAO Report continues to exist. 

Examination Requirements 

"Examination standards require the successful 
completion of standardized exams and may include 
oral and/or special-purpose exams" (GovermnentAc­
counting Office, 1990). 

The 1990 GAO study found that the examination 
requirements for IMGs and DMGs were different. At 
the time of the 1990 GAO study, States licensed candi­
dates based on scores from the NBME or the FLEX 
exam. DMGs have had the choice of taking either 
examination while IMGs were only eligible to take the 
FLEX. To further complicate the issue, the FLEX 
administered in 1990 (the new FLEX) did not satisfy 
the ECFMG exam requirements, resulting in the IMG 
having to take one exam for ECFMG certification and 
the FLEX for licensure (Bidese, 1994). Also, most 
States will accept ouly FLEX scores that have been 
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received in a single sitting. In contrast, theNBME was 
administered incrementally during a student's educa­
tion. This gave an advantage to the physician from a 
U.S. school who was able to take portions of the exam 
during different points of his/her education over an 
!MG who might come to the United States 10 years 
after the completion of their education and be required 
to take a 3-day exam in a single sitting. 

In response to the demand for a common evalua­
tion system for all medical licensure applicants, the 
Federation of State Medical Boards (FSMB) and the 
Na ti on al Board of Medical Examiners (NBME) devel­
oped the UnitedStatesMedicalLicensureExamination 
(USMLE), which is accepted by all 54 licensingjuris­
dictions to fulfill the examination requirement. 

The USMLEwasphasedinfrom1992to 1994and 
is currently the only exam offered for licensure in the 
United States. The USMLE consists of three Steps, 
each of which is a 2-day multiple-choice exam. Step 1 
tests for knowledge and understanding of key concepts 
of basic biomedical science. Step 2 tests for the ability 
to apply medical knowledge considered essential for 
supervised patient care. Step 3 tests for the ability to 
apply medical knowledge considered essential for the 
unsupervised practice of medicine (Bidese, 1994). 

The USMLE program recommends that States: 
(1) set a limit on the length of time it takes a candidate 
to complete the three Steps, (2) set a limit on the number 
of attempts allowed to pass a Step, and (3) set an 
eligibility requirement for Step 3 of the completion, or 
near completion, of 1 year of postgraduate training 
(Bidese, 1994). States are cunently in the process of 
making these decisions and the FSMB is collecting 
their requirements for publication in Exchange, a pub­
lication of the FSMB. The FSMB anticipates this issue 
to be ready for dissemination by January 1, 1995. 
Although the implementation of a single medical 
lie ensure exam simplifies some aspects of the licensure 
process, the definition of requirements regarding the 
use ofUSMLE scores opens the door for variety among 
State policies that will affect endorsement applicants in 
the future. 

These inconsistencies inexamrequirements among 
States represents another source of frustration in the 
!MG community (Osteen, 1991). For example, incon­
sistencies are found in the number of years a State will 
consider test scores valid and the number of sittings in 
which the FLEX can be taken. In his paper "Licensing 
and International Medical Graduates," Arthur Osteen 
(1991) presented the following example: 
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An/MG who is licensed in State A, based on FLEX 
scores achieved in I 978 and 1979, subsequently 
applies for a license in State B, which requires that 
the passing score on the FLEX be achieved at a 
single sitting. The physician does not see this as a 
reasonable difference in State laws, but as an 
example of discrimination against IMGs. In de­
fense of his position, he points out that the great 
majority of US physicians are licensed through the 
National Board, which is taken on three different 
occasions. He is not convinced by the promise that 
the problem will not occur for future IM Gs who 
will be licensed through the USMLE. He wants 
help now. 

The physician in Dr.Osteen' s example would have 
used his 1978-79 FLEX score to qualify for both 
ECFMG certification and licensure. The example 
could become even more exasperating if the candidate 
applied for ECFMG certification in 1987 (when the 
FLEX administered at the time was not acceptable for 
ECFMG certification), had taken the FMGEMS to 
qualify for the certification, had taken the FLEX in two 
sittings to obtain a license in State A, and was now being 
required by State B to take the FLEX again. 

The implementation of the USMLE will rectify 
this problem for IM Gs who have not yet taken an exam. 
But, these problems will continue to exist for IMGs 
whowereECFMGcertifiedbasedonexamstakenprior 
to the availability of the USMLE. 

Data provided in theECFMG 1992Annua1Report 
on the number of certificates issued can help to provide 
insight into the number of physicians who will not 
benefit from the USMLE.7 Exhibit 1 summarizes some 
of the data provided in the Annual Report. The follow­
ing assessment of the number of physicians that might 
be affected is based on two assumptions-(l)that the 
trends found in this data will continue and (2)that IM Gs 
seeking ECFMG certification will also seek licensure 
in the United States: 

As of 1992, there were 162,515 physicians who are 
ECFMG certified based on exams other than the 
USMLE; Assuming that the majority of these 
physicians are still in practice, over 150,000phy­
sicians would encounter a situation similar to that 
in the example were they to apply for endorsement 
Ii censure. 

• Only 87% of ECFMG applicants receive their 
certification within 3 years of sitting for their 
exams; therefore, not until 1997 can we be assured 

The examination data was broken out by the type of exam 
administered and the date of the administration. 
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Exhibit 1: The number of ECFMG certificates issued from 1988-1991, based on the year 
of sitting for the exam that satisfied their examination requirement. 

1988 1989 1990 

Total number of certificates issued 4,061 4,092 4,710 

Number of certificates granted based on 3,413 3,483 4,233 
exams taken within 3 years of certification (84%) (85%) (90%) 

Number of certificates granted based on 154 165 122 
exams taken over 10 years prior (4%) (4%) (3%) 
to the certification date. 

Exhibit 2: Number of years of accredited graduate medical training 
required of IMGs and DMGs for licensure. 

1991 

4,535 

4,089 
(90%) 

143 
(3%) 

Number of States That 
Have This Requirement 
forDMGs 

Number of States That 
Have This Requirement 
forlMGs 

1 year of graduate training 

2 years of graduate training 

3 years of graduate training 

that even 87% of IMGs are receiving ECFMG 
certification and initial licenses based on USMLE 
scores. 

FourpercentofIMGsreceiveECFMGcertificates 
based on exam scores that are over 10 years old (in 
1992, 141 IMGs were certified based on scores 
that were received over 18 years ago); therefore, in 
the year 2004, 4% of IM Gs applying for ECFMG 
certification, and presumably licensure following 
ce1tification, might be using non-USMLE test 
scores to fulfill the examination requirements. 

EXPERIENCE REQUIREMENTS 
"Experience standards require postgraduate ( resi­

dency) training at an accredited U.S. or Canadian 
institution and may involve a review of the physician's 
character and practice history." (Government Ac­
counting Office, 1990) 

The 1990 GAO study found that experience re­
quirements for IMGs and DMGs differed. In 1990, 
over 30 State medical licensing boards required more 
years of graduate medical education for IM Gs. In 1992, 
34 States required more years of training for IMGs 
(Bidese, 1994). 

42 12 

10 13 

2 29 

All States require graduate training before they 
will issue a license to a physician. As Exhibit 2 
illustrates, 42Statesrequire 1 year of training, 10 States 
require 2 years of training, and 2 States require 3 years 
of training for DMGs. For IMGs, 12 States require 1 
year of training, 13 States require 2 years, and 29 
require 3 years of accredited graduate medical training 
(Bidese, 1994). 

New Jersey is one State that requires 3 years of 
postgraduate medical training for IM Gs and only 1 year 
for DMGs. They cite as their rationale that residency 
programs seldom disseminate objective feedback re­
gardingtheperformanceof alicensurecandidate. Thus, 
they may report the "successful" completion of all or 
part of a residency training requirement on the part of 
a candidate who was actually regarded as a poor per­
former. In order to prevent such problems New Jersey, 
increased the experience requirement to 3 years 
(Patterson, 1987). 

Layton Olsen is an attorney who has done research 
and written reports on this issue for The American 
Collegeoflntemationa!Physicians, Libertyfor Ameri­
can Minority Physicians, Inc., and the International 
Association of American Physicians. He argues that 
there is no justifiable reason for requiring an IMO to 
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complete more years of graduate training. Olsen 
contends that this, as well as the other differences cited 
in the 1990 GAO report, constitutes "conscious or 
unconscious discrimination (based on 'foreignness,' 
and the 'non-Anglo European' background of minority 
physicians who have established their practices in the 
past two generations) rather than differences needed to 
detemrine medical competence ... Discrimination arises 
from the existence of 'separate' and parallel licensing 
laws for US and internationally trained physicians" 
(Olsen, 1989). 

In addition to the effects on initial licensure appli­
cants, these varying experience requirements for IM Gs 
and DMGs can create difficulties for physicians apply­
ing for endorsement licensure. This primarily effects 
older physicians who legally obtained licenses with 
little orno graduate education and who, despite demon­
strated competence as medical practitioners, might be 
unable to get a license in another State. 

Although the New Jersey example cited above 
may be unusual, all examples of poor performance by 
a certified physician can become amplified, leading to 
a call for greater State control over certification. State 
boards argue that these regulations help to protect the 
public and that is their job. IMGs argue that the 
regulations should be enforced on all physicians, re­
gardless of where they attended medical school. 

ADDITIONAL REQUIREMENTS 
FOR IMGS 

The following additional requirements are made 
ofIMGs applying for endorsement licensure: 

• Twenty-five States require that the international 
medical school must be State approved; 

• Twenty-one States require thatIMGsmusthave an 
interview. Of these, two States indicate that it will 
be a full board interview, one State indicates that 
two interviews are necessary, and one State indi­
cates that the interview can be substituted by an 
oral exam; 

• Twelve States indicate that the !MG might be 
required to interview; 

• Four States require that IMGs take an oral exam 
and one State indicates that an IMG might be 
required to take an oral exam 

• Three States require that an IMG take the SPEX 
exam; and 

• One State reqnires that IMGs participate in an 
orientation (Bidese, 1994). 

Many in the !MG community believe that there is 
no reasonable justification for imposing additional 
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requirements on a licensure candidate simply because 
he/she attended a medical school outside the United 
States and Canada. Imposition of these additional 
requirements is perceived as discrimination against 
IMGs. Some leaders in the IMG community believe 
that this discrimination is rooted in prejudice and based 
on myths about the international community and IM Gs. 

Dr.Alexander, president of the American College 
of International Physicians, argues that "the origin of 
discriminatory and unflattering myths associated with 
foreign medical graduates seems to coincide with the 
large-scale immigration from the non-white, so-called 
Third World nations, starting with the 1965 amend­
ments to The Immigration and Naturalization Act. 
... Some of those myths have a certain connection not 
with legitimate concerns about the quality of medical 
education abroad, but with certain negative stereo~ 
types about the quality of that education when it is 
obtained in a poor, non-white country" (Gupta, 1991 ). 

Ajit Varki argues that injustices can be visited on 
!MG physicians simply from categorizing physicians 
on the basis of the origin of their medical education. 
V arki States that the!MG community is aheterogenous 
group, "with widely differing origins, backgrounds, 
training, and capabilities," a group from which gener­
alizations cannot legitimately be made. He continues, 
" ... the modern physician-scientist insists that valid 
clinical studies should compare relatively homogenous 
groups ... with a minimum number of confounding 
variables ... Can we then justify continuing to publish 
"scientific" studies comparing graduates of U.S. medi­
cal schools with an impossibly complex and heteroge­
neous group called 'FMGs'?" (Varki, 1992). Varkiand 
others argue that, when generalizations are drawn from 
data collected on the basis of inappropriate groupings, 
it reinforces a prejudice against IMGs. For example, 
the quality of medical education internationally varies 
tremendously, but when taken on average, the quality 
is lower than that in the United States. The publication 
of these results reinforce prejudice by implying that all 
IM Gs received an inferior education. V arki would 
argue that the additional reqnirements imposed on 
IM Gs are a symptom of the prejudice that the use of the 
term "IMG"produces. Ratherthan judging a physician's 
competency on the origin of their education, physicians 
should be evaluated "on the strengths of his or her own 
background, training, abilities, accomplishments, and 
track record" (Varki, 1992). 

CONCLUSIONS 
The 1990 GAO study found that IM Gs and DMGs 

were asked to fulfill different examination and experi­
ence requirements for medical licensure. The study 
also identified thatitismore difficult for IM Gs to obtain 
the educational documentation necessary for licensure. 
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Since 1990, improvements have been made regarding 
the equity of requirements for IM Gs and DMGs. The 
implementation of the USMLE eliminates all differ­
ences in examination requirements for future candi­
dates. ThefactthatUSMLEscoressatisfybothECFMG 
exam requirements andlicensurerequirements reduces 
repetition in exam taking for IM Gs and expedites their 
licensure. The AMAINCVS®' s attempted to expedite 
the credentials verification process for both IM Gs and 
DMGs. Although this system is being tenninated, 
lessons have been learned that can benefit organiza­
tions attempting to develop a similar system in the 
future. 

Despite these significant advances, difficulties 
remain for international medical graduates. Endorse­
ment policies are extremely complex and might be 
perceived as discriminatory. In addition, exam differ­
ences remain for IMGs who were licensed prior to the 
availability of the USMLE and apply for endorsement 
licensure. Continued dialogue among the !MG com­
munity, State boards, Federal government, and other 
organizations that are stakeholders in the licensing of 
physicians will hopefully hold some of the answers. 
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AppendixG-
Tennessee Explanation of Three-Year IMG 
Postgraduate Training Requirements 

Tennessee requires one-year of postgraduate train­
ing for USMGs and three years for such training for 
IMGs. The State provided the following explanation 
for the difference: 

1. American cultural norms, and the resulting behav­
iors, take a long time to learn. 

2. American ethical norms, and the resulting appro­
priate behaviors, take a long time to learn. 

3. The United States has a much higher level of 
technological development than other countries, 
even European countries. American medicine has 
a heavy dependence on technology in diagnosis 
and preventive medicine. It takes a long time to 
become accustomed to this. 

4. Language barriers take time to overcome. 

5. International education systems are structured so 
that there are nonuniform levels of education p1ior 
to the medical education. Not all international 
graduates have four years of college. The three 
years of training helps to balance any deficit in 
premedical education by providing time for accul­
turation and social stability. 

6. International curricula have some major differ­
ences in some areas, for example, preventive medi­
cine. The additional training time helps IMGs to 
learn American preventive medicine, etc. 
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Appendix H-Participants in COGME Medical 
Licensure Workgroup 

COGME Workgroup Members 

Radheshyan Agrawal, M.D. 
Ame1ican Association of Physicians 
of Indian Origin (AAPI) 

Busharat Ahinad, M.D. 
IMG Advismy Committee, AMA 

Regina Benjamin, M.D., M.B.A. 
Alabama State Board of Medical Examiners 

L. Thompson Bowles, M.D., Ph.D 
President, National Board of Medical Examiners 

Paul C. Brucker, M.D. 
President, Thomas Jefferson University 

Sergio Bustamante, M.D. 
Vice Chair, COGME Medical Licensure Workgroup 

Mark Friedlander, M.D. 
IMG Advisory Committee, AMA 

Nancy Gary, M.D.1 

President, Educational Commission for Foreign 
Medical Graduates 

Jagan Kakarala, MD. 
Chair, COGME Medical Licensure Workgroup 

Aliza Lifshitz, M.D. 
Chair, IMG Advisory Committee, AMA 

Marc L. Riva, M.D., M.P.H. 
Director, Division of Medicine 
Bureau of Health Professions 
Health Resources and Services Administration 

Hanson P. Sachs, M.D. 
Private Practice 
Family Medicine, Marietta, GA 

Stela Tudoran, M.D. 
Treasurer and Board Member 
South Florida Chapter 
American College of International Physicians 

Marjorie Wilson, M.D.1 

President Emeritus, 
Educational Commission for 
Foreign Medical Graduates 

1 Dr. Wilson served as a Workgroup member from September 1994 
through May 1995. On June I, 1995 Dr. Gary became the President, 
ECFMO and replaced Dr. Wilson in the Workgroup 

James Winn, M.D. 
Executive Vice President 
Federation of State Medical Boards of the U.S., Inc. 
Consultant to 
COGME Medical Licensure Workgroup 

Annette Van Veen Gippe 
Director 
Departtnent of Physician Licensure 
and Career Resources 
American Medical Association 

Division of Medicine 
Bureau of Health Professions 
Health Resources and Services 
Administration Staff 

Stanford Bastacky, D.M.D., M.H.S.A. 
Associate Division Director for Policy and Planning 

C. Howard Davis, Ph.D 
Economist 

John Rodak, Jr., AB., M.S.(Hyg), M.S. (H.S.A.) 
Senior Health Professions Education Specialist 

Carol S. Gleich, Ph.D 
Chief 
Special Projects and Data Analysis Branch 

F. Lawrence Clare, M.D., M.P.H. 
Deputy Chief 
Special Projects and Data Analysis Branch 
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